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Three cohorts of patients, discharged within three, 1Zmonth periods from a tertiary referral 
Neuropsychiatry/Epilepsy Unit, were asked whether they felt their condition had improved as a result of their 
admission, how they valued the admission and how easy they had found the admission to manage. They were also 
asked about their psychological and psychosocial state. For the first cohort a longer admission was more greatly 
valued and was associated with a better self-perceived outcome, and for the second cohort with the manageability 
of the admission. Replies to questionnaires sent to the referring doctors of two of the three cohorts of patients 
indicated that, in addition to their being satisfied with the service, there was a positive correlation between their 
ratings of patients’ improvement and those ratings offered by the patients themselves. Issues relating to length and 
purpose of admissions, finances and the distribution of assessment and treatment of patients across different 
services are discussed in the light of the findings. 
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INTRODUCTION 
In the context of recent changes in the National 
Health Service (NHS), and with the creation of 
the internal market, it is essential to show that a 
service provides a satisfactory service for both the 
patients and those who purchase the service. The 
impetus for the evaluation of users’ views has 
derived from the NHS Management Inquiry’s 
criticism of the failure of the NHS to use market 
research techniques to solicit the views and 
experiences of patients’. 
When examining the quality of care delivered 
by a service, many different issues can be 
considered. These may include the physical 
components of the facility, and the process and 
outcome of care. Outcome can be measured in a 
number of ways. It may be measured by clinical 
improvement, user satisfaction, and, for example, 
the satisfaction of the service purchasers with the 
service provided. Satisfaction of patients with the 
service may reflect non-specific factors which are 
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distinct from an objective appraisal of that 
service, and which may include patients’ interac- 
tions with staff members, satisfaction with the 
amenities and their experiences and 
expectations’. 
Betts* has considered that people with epilepsy 
may fall into one of three groups. One group will 
develop epilepsy with no handicaps and obtain 
full seizure control once treated; others have 
chronic refractory epilepsy and may also have 
some psychosocial handicaps, and a third group 
has additional handicaps which make the epilepsy 
difficult to manage. In addition one might 
consider those with non-epileptic seizures who 
are difficult both to diagnose and treat. Patients 
with epilepsy therefore require a range of 
services, and Betts* notes the risk that services 
may become more sensitive to the demand of the 
purchasers than to the needs of the users. 
A number of studies have considered the 
satisfaction of patients with epilepsy with their 
services-. The focus has generally been on a 
range of outpatient facilities, where contact with 
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the facility may be frequent but brief. Jain ef al3 
studied patients with epilepsy attending two 
hospital clinics and asked them about their 
seizure types, how the diagnosis was given, how 
much information they were given about their 
illness and advice about living with it, as well as 
the model of care they might prefer. Despite 
uncovering some inadequacies in the services, 
89% of those questioned said that they were 
generally satisfied with their hospital 
management. 
Inpatient assessment and management of pati- 
ents with paroxysmal disorders of behaviour may 
be perceived by patients in varying ways. In 
addition to estimating patients’ satisfaction with 
the overall service received, it is also important to 
determine whether factors such as the length of 
an inpatient admission, affect satisfaction, par- 
ticularly as this has important financial implica- 
tions for costs and service purchasers. 
The current study reports the evaluation by 
patients of their admission to an inpatient 
Neuropsychiatry/Epilepsy Unit at a tertiary 
referral centre. Three cohorts were studied by a 
postal questionnaire. The study highlights varia- 
tions in the qualitative evaluation a service may 
receive. It also permits discussion of the relation- 
ship between such variables as length of admis- 
sion and the extent to which patients felt that the 
problem for which they had been admitted had 
improved at discharge, how valuable they had 
found the admission and how manageable, or 
easy-to-deal-with they had found it, this latter 
point perhaps tapping the more non-specific 
aspects of their inpatient stay. For two of the 
three years, surveys were also sent to the 
referring physician to determine their view of the 
patient’s improvement, and their satisfaction with 
the service. 
METHOD 
from the hospital’s Eating Disorder Service or the 
Alcohol Treatment Service during the time of the 
study. Only patients under the medical care of 
one of us (PF) were included in the present study. 
The multidisciplinary team comprises a Con- 
sultant Neuropsychiatrist, a Senior Registrar, two 
Registrars, a Consultant Clinical Psychologist, a 
Senior Occupational Therapist, a Social Worker 
and nursing staff. Patients are admitted for 
clarification of their diagnosis (e.g. epileptic vs. 
non-epileptic seizures), treatment of a psychiatric 
disorder associated with epilepsy and evaluation 




Three cohorts of patients were studied. These 
were people discharged from the Unit between 
1.4.91-31.3.92, between 1.4.92-31.3.93 and be- 
tween 1.7.93-30.6.94. The characteristics of those 
patients sent the questionnaire, and those res- 
ponding to it are shown in Tables 1 and 2. In 
addition Table 2 indicates the diagnoses for the 
respondents. 
Patients were sent a questionnaire by post, with 
a stamped addressed reply envelope. The critical 
questions were as follows: 
l “Since your discharge from the Maudsley, has 
your condition been better, the same or 
worse?” 
l “Would you say your admission was on balance 
very valuable, quite valuable or of little or no 
value?” 
l “Did you find your stay on the ward easy to 
manage, manageable or difficult to manage?” 
Answers were rated on a three point scale with 1 
indicating the most positive outcome and 3 the 
most negative. 
The Neuropsychiatry/Epilepsy Unit, Maudsley 
Hospital, London 
Table 1: Characteristics of patients sent the auestionnaire 
The Unit is based in a leading psychiatric teaching 
hospital, in South-East London. It takes tertiary 
referrals from all over the U.K., usually concern- 
ing patients with difticult-to-diagnose or manage 
epilepsy. Although the Unit has a large out- 
patient service, the study focused on its inpatient 
service. The majority of inpatients over the three 
year period were admitted to one ward (Aubrey 
Lewis 3), to which also were admitted patients 









38.58 35.72 37.82 
14.10 12.23 11.71 
27130 26135 20126 
69.75 60.76 55.11 
87.61 42.33 84.24 
39.00 45.00 27.50 
3-445 l-166 l-503 
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Table 2: Characteristics and diagnoses of patients responding to the questionnaires (N.B. some patients had multiple 
diagnoses) 











Simple partial seizures 
Complex partial seizures 
Primary generalized seizures 




36.2 38.79 41.24 
10.75 13.29 11.99 
13122 12121 4114 
69.75 60.76 54.67 
87.61 42.33 52.91 
47.00 61.00 29.00 







Interictal psychosis x2, 
dementia, conversion 
disorder/hysterical 











anxiety disorder ~3, 
neurotic depression x2, 
Hysteria/Briquet’s 
Syndrome, OCD, 
Schizoaffective state ~2, 
night terrors, endogenous 
depression, conversion/ 
dissociative/somatisation 
disorder, cardiovascular & 
cerebrovascular disease, 
manic-depressive psychosis. 







dementia, sleep disorder, 
schiiophre-ma personality 
disorder, frontal syndrome 
x2 
Patients were also asked to complete some 
additional questions, taken in part from Callings’ 
and required the subjects to rate themselves on 
12, seven-point semantic differential scales, where 
higher scores reflected more negative self-ratings. 
In addition they completed 8 true-false state- 
ments about their psychosocial status. Finally 
they were asked to rate the extent to which they 
had worried about aspects of their lives over the 
preceding few weeks on a l-4 scale, where 4 
indicated that they had worried a great deal and 1 
indicated that they had not worried at all. 
Referring physicians 
For patients in the second and third cohorts, a 
short questionnaire was also sent to the referring 
physician. The important question here was: 
l “Since admission has your patient’s condition 
been better, the same or worse?” 
In addition they were asked whether: 
. they had received adequate information about 
the admission 
. post-admission follow-up was satisfactory and 
l they would refer patients again in the future. 
RESULTS 
The characteristics of those patients who were 
sent the questionnaire, and those responding to it 
are shown in Tables 1 and 2. 
Whereas for the first two cohorts’ response 
rates were 61.6% and 54.1%, the response rate 
for the third cohort was only 39%. This may have 
resulted from the fact that a further questionnaire 
was sent to relatives, which is not the subject of 
the present report. In terms of demographic 
characteristics however, there were no statistical 
differences between groups in terms of length of 
admission (I?!,84 = 0.254, P = 0.776) but there 
were statistically more women than men in the 
third cohort, compared with the 1991-2 and 
1992-3 cohorts. 
Analysis of data from entire sample 
Length of admission was found to correlate with 
improvement in the patients’ condition (p = 
-0.286, P = O.OOS), and with the patients’ per- 
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ceived value of the admission (p = -0.345, 
P = 0.001) such that longer admissions were 
more highly valued and there was a perceived 
improvement in problems for longer but not 
shorter admissions. In addition, value of admis- 
sion was positively correlated with the perceived 
improvement in the problem (p = 0.382, P = 
0.0001). 
Analysis of data from each cohort in turn 
Patients’ responses to questions about whether 
their problem had improved, and how valuable 
and manageable their admissions had been, for 
each of the three cohorts 
Table 3 shows patients’ responses to the question 
relating to whether they had improved as a result 
of their hospital admission. There appeared to 
have been a slight but insignificant tendency for 
the third cohort to feel that they had remained 
the same in terms of the status of their condition 
and a slightly reduced tendency for them to feel 
better following discharge from the Unit, in 
comparison to previous cohorts. Mean rankings 
of the outcome ratings did not differ significantly 
between cohorts 01’ = 0.408, df = 2, P = 0.0816). 
Table 4 shows patients’ ratings of the value of 
their admission to the Unit. In line with the 
ratings on the condition status there was also a 
tendency, without statistical significance, for a 
lower percentage of the third cohort to rate their 
admission as having been valuable. Overall there 
were no significant differences between cohorts in 
terms of ratings of the value of the admission 
01’ = 1.016, df = 2, P = 0.602). 
Table 5 shows the ratings by patients of how 
easy their admission had been for them. Whilst 
the 1992-3 cohort had tended to be most positive 
in terms of their ratings of manageability of their 
admission, the percentage of the third cohort 
rating their admission as easy to manage was 
Table 3: Percentage of patients rating their problem as Table 5: Percentage of patients rating their admission as 
having improved, stayed the same or become worse at having been easy to manage, manageable or difficult to 
discharge manage 
Problem status 1991-2 1992-3 1993-4 Manageability 1991-2 1992-3 1993-4 
Better 54.3 53.1 45.0 Easy to manage 37.1 45.2 35.0 
The same 31.4 34.4 40.0 Manageable 45.7 48.4 50.0 
Worse 14.3 12.5 15.0 Difficult to manage 9.8 6.5 15.0 
Table 4: Percentage of patients rating their admission as 
having been very valuable, quite valuable or of little/no 
value 
Value of admission 1991-2 1992-3 1993-4 
Very valuable 47.1 46.9 33.1 
Quite valuable 29.4 34.4 38.1 
Of little/no value 23.5 18.8 28.6. 
similar to that in 1991-2, and there were no 
significant differences in ratings of manageability 
of the admission &’ = 1.506, df = 2, P = 0.471). 
Relationship between length of admission and 
ratings of admission and condition status 
For the 1991-2 cohort, length of admission was 
found to correlate with patients’ perceived status 
of their condition (p = -0.452, P = 0.007) and 
perceived value of admission (p = -0.546, P = 
0.001). Thus longer admissions were associated 
with better self-perceived outcome, and a greater 
value being attached to the admission. In addition 
better self-rated outcomes were associated with 
more highly valued admissions (p = 0.378, P = 
0.03). 
For the 1992-3 cohort length of admission was 
correlated with its perceived manageability (p = 
-0.395, P = 0.028). In addition, condition out- 
come was again positively correlated with the 
admissions’ perceived value (p = 0.541, P = 
O.OOl), such that highly valued admissions were 
associated with better outcome. 
For the third cohort no correlations were found 
between length of admission and these variables. 
Issues relating to differences in lengths of 
admission across the cohorts are raised in the 
Discussion. However a trend towards a significant 
correlation between manageability and age was 
found, such that older patients found their 
admissions to be more manageable (p = -0.454, 
P =0.067). 
In order to determine whether the different 
patterns of correlations might reflect differences 
in the psychosocial characteristics of the patients 
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Table 6: Mean and standard deviation (in brackets) scores 
on the semantic differential items for each cohort (high 
scores represent negative ratings) 
Attribute 1991-2 1992-3 1993-4 
Happy-unhappy 3.14 3.21 4.33 
(2.047) (1.65) (2.22) 
Popular-unpopular 3.31 3.27 3.56 
(1.94) (1.75) (2.15) 
Able to cope with life-unable to 3.00 3.09 3.31 
cope with life (1.97) (1.68) (2.06) 
Unhandicapped-handicapped 4.06 3.58 3.56 
(2.31) (1.77) (2.53) 
Well-adjusted-poorly adjusted 2.97 3.00 3.18 
(2.13) (1.63) (2.10) 
Unselfconscious-selfconscious 4.00 4.73 4.28 
(2.29) (1.89) (2.37) 
Attractive-unattractive 3.42 3.71 3.94 
(1.54) (1.55) (2.07) 
Mature-immature 2.43 2.55 2.50 
(1.53) (1.44) (2.03) 
Sociable-unsociable 3.14 2.85 3.13 
(1.92) (1.44) (1.93) 
Intelligent-unintelligent 2.85 3.06 2.94 
(1.52) (1.52) (1.84) 
Useful-worthless 2.62 2.74 2.89 
(1.97) (1.67) (2.08) 
Dependable-undependable 2.20 2.67 2.81 
(1.76) (1.67) (1.91) 
Confident-lacking in confidence 3.91 3.61 3.19 
(2.34) (1.64) (1.91) 
of the statement indicating the presence of a good 
family life and friends than the previous two 
cohorts. Other inter-cohort differences were 
suggested for the statements regarding the 
spending of leisure time and the absence of 
conflict with other people. No inter-cohort 
differences were noted on the ratings of state- 
ments indicating the extent to which the patients 
had worried about certain aspects of their lives, as 
indicated in Table 8. Thus apart from the slight 
differences on the true false statements in Table 7 
the three cohorts were very similar in their 
psychosocial self-ratings. 
We noted earlier that the third cohort data 
were available from a significantly greater num- 
ber of women then men. Statistical comparisons 
between men and women however yielded no 
significant differences in age, length of admission 
or ratings of condition status and value and 
manageability of admissions. 
Table 8: Mean ratings (and standard deviations) on 
questions about everyday worries (higher scores represent 
greater worry, max = 4) 
1991-2 1992-3 1993-4 
Not having enough money 
their responses to the semantic differential and 
other items were compared across the three 
cohorts. Means and standard deviations for the 
semantic differential items are shown in Table 6. 
There were no significant differences between 
cohorts on any of the mean ratings on these 
semantic differential scales. 
Financial debts 




Percentages of each cohort responding ‘true’ or 
‘false’ to a number of statements about their 
everyday lives can be seen in Table 7. Notable is 
the satisfaction across cohorts with accommoda- 
tion, but the general lack of stable employment. 
The third cohort showed a less clear endorsement 
Where you live 
Your social life 
Getting along with parents 
and familv 
2.00 1.93 2.00 
(1.W (0.86) (0.71) 
1.41 1.52 1.50 
(0.74) (0.83) (0.89) 
1.82 2.03 1.94 
(0.90) (0.95) (1.09) 
2.26 2.58 2.82 
(1.11) (1.W (1.07) 
1.75 1.55 1.81 
(1.24) (0.79) (1.05) 
1.97 1.73 1.65 
(1.11) (0.84) (0.93) 
1.79 2.13 2.00 
(0.96) (0.94) (1.17) 
1.74 2.03 2.22 
(0.83) (1.18) 0.23) 
Table 7: Percentage of patients responding true or false to a number of statements concerning their everyday lives, and the 
significance of the distributioh of responses (x2) 
1991-2 1992-3 1993-4 
T F P T F P T F P 
I have a good family life 
I have good friends 
I am a member of an organization or club 
I am able to spend my leisure time as I like 
I am free from conflicts with relatives or others 
I have enough money to do the things I want 
I have accommodation which meets my needs 
I have a secure and stable iob 
71.4 28.6 0.01 77.4 22.6 0.02 64.7 35.3 0.23 
73.5 26.5 0.01 84.8 15.2 0.001 61.1 38.9 0.35 
42.9 57.1 0.398 51.5 48.5 0.862 61.1 38.9 0.35 
55.9 44.1 0.493 69.7 30.3 0.024 72.2 27.8 0.06 
54.5 45.5 0.602 66.7 33.3 0.056 33.3 66.7 0.16 
45.7 54.3 0.612 54.5 45.5 0.602 55.6 44.4 0.64 
79.4 20.6 0.001 84.8 15.2 0.001 77.8 22.2 0.02 
24.2 75.8 0.003 21.2 78.8 0.001 12.5 87.5 0.003 
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Referring physicians’ evaluations of their 
patients following discharge from the Unit 
For the 1992-3 cohort 63.9% of doctors and for 
the 1993-4 cohort 61% of doctors returned their 
questionnaires about the patients they had 
referred to the Unit. Doctors’ responses to 
questions about their patients’ problem status as a 
result of admission to the Unit are shown in Table 
9. Doctors’ and patients’ ratings of whether the 
condition was better, the same or worse corre- 
lated significantly (p = 0.537, P = 0.015) on the 
basis of the 20 sets of common data, for the 
1992-3 cohort. However for the 1993-4 cohort, 
there were only 10 sets of common data available 
and the doctors’ and patients’ ratings did not 
correlate significantly (p = 0.345, P = 0.328). 
Interestingly, for neither cohort was there a 
significant correlation between patients’ length of 
admission to the Unit and the doctors’ ratings of 
the patients’ condition status. 
Referring physicians’ views about the service 
offered by the Unit 
Table 10 shows the doctors’ responses indicating 
their satisfaction with the service provided by the 
Unit. In general it appears that the doctors 
remained satisfied with the service provided by 
the Unit across the two sampling periods. 
DISCUSSION 
The purpose of this study was to evaluate the 
perceptions of care of three cohorts of patients 
who were discharged from the Neuropsychiatry/ 
Epilepsy Unit. The study also obtained the views 
concerning the service offered by the Unit from 
the referring doctors for two of the three cohorts. 
Of the three cohorts of patients studied, 
generally acceptable response rates were ob- 
tained for the first two, and a slightly weaker 
response rate was obtained for the third, although 
the third response rate was still consistent with 
rates quoted for postal surveys8. The data from 
Table 9: Percentages of doctors rating the patients’ 
condition as better, the same or worse 
Condition status 1992-3 1993-4 
Better 38.9 57.1 
The same 58.3 25.0 
Worse 2.8 17.9 
Table 10: Percentages of referring physicians’ responses to 
questions about aspects of patient care and information 
provided by the unit, and whether they would refer patients 
aaain 
1992-3 1993-4 
Adequate information received about 
the admission 
Post admission follow-up 
satisfactory 




this third cohort should therefore be interpreted 
more cautiously. Of all respondents there were no 
major differeces between cohorts on the variables 
measured, except in the categories of everyday 
relationships and activities (see Table 8), and for 
the different relative distributions of gender. 
For the entire sample, a longer admission was 
associated with the patients feeling that their 
problems were better following their admission. 
In addition, patients who had longer admissions 
rated those admissions as more valuable than 
those who had shorter admissions and patients 
who rated their outcome as positive also rated 
their admission as valuable. 
If we consider the cohorts in turn, it appears 
that for the first two cohorts, length of admission 
was important either in association with how 
patients saw their outcome and how valuable they 
saw the admission to the ward or how manage- 
able they found the admission-longer admis- 
sions being generally associated with positive 
ratings. These correlations with length of admis- 
sion were not found for the third cohort. This 
could be due in part to the lower response rate. 
Although there were no statistical differences 
between cohorts in terms of length of admission, 
there was a tendency towards shorter admissions 
over the three years. Figure 1 shows that in 
addition to the absence of extremely long 
admissions in the 1992-3 and 1993-4 cohorts 
there is a reduction in the variability of length of 
admission over the three years. The median 
length of admission in the 1993-4 cohort was the 
shortest [29 days, with an interquartile range 
(IQR) of 60.5 days]) as compared with 47 days 
(IQR 94.75 days) in the 1991-2 and 61 days (IQR 
63 days) for the 1992-3 cohort. Thus it is possible 
that with a reduction in variability in length of 
admission over the course of the study there is 
insufficient variability in length of admission for 
correlations with this variable to be found. 
Although the mean ratings by patients of the 
status of their condition did not appear to change 
across the cohorts, there was a very subtle shift to 
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.g 300 - 
Y 
1991/2 199313 199314 
n = 36 n = 33 II= 18 
Fig. 1: Box plots9 of length of admission by year of 
admission. The line across each box represents the median 
value. The box itself includes the data between the lower 
and upper interquartile ranges. The extensions connect the 
largest and smallest values that are not categorized as 
outliers (0). The outliers are more than 1.5 box lengths away 
from the box. The outlier for year 1991-2 derived from a 
severe medical as well as psychiatric illness in this patient. 
Below each box is indicated the number of cases for the 
year in question. 
less favourable ratings by the third cohort for 
both condition status and value of admission. 
It is worth considering why length of admission 
may influence how patients rate themselves and 
their admission. Our cohorts had mean ages 
between late 30s and early 40s and most have had 
particularly complex problems, over many years. 
Whilst a relatively short admission may allow the 
issues of epilepsy, diagnosis and possibly other 
medical matters to be addressed, the patients 
referred to us present with difficulties on all 
Diagnostic and Statistical Manual (DSM-IV) axes 
of health, of which the psychosocial and per- 
sonality are perhaps the most handicapping. The 
complexity of the patients’ problems is reflected 
in the varied diagnoses of the respondents (see 
Table 2). Longer rather than shorter admissions 
may be required to address these, and yet shorter 
diagnostic admissions may be less expensive than 
those that then go on to implement intervention 
programs. The drive for more rapid patient 
throughput may also foster a philosophy of 
diagnosis by a specialist centre, and ‘community’ 
treatment recommendations to be implemented 
by local services. This would therefore explain the 
response of those patients who recognized no 
change in their condition, as they received a 
diagnosis rather than treatment from their visit. 
Further work, comparing explicitly designed 
diagnostic as opposed to treatment admissions 
would need to be undertaken to clarify this issue, 
and to determine whether there is a critical 
length of admission for consolidating diagnoses 
and effecting intervention, that will also produce 
self-perceived change in the patient; an ad hoc 
retrospective classification of admissions as diag- 
nostic or otherwise may not be satisfactorily 
gained from an inspection of the patients’ notes. 
The absence of a correlation between doctors’ 
perceptions of improvement in their patients and 
the length of their hospital admission, while 
needing cautious interpretation because of the 
small numbers for the third cohort, suggests that 
the relationship between all these variables is yet 
more complex, and that referring doctors and 
patients may be judging improvement by different 
criteria. 
Correlations between referring physicians’ and 
patients’ ratings of condition status were sig- 
nificant and positive for the 1992-3 cohort but not 
for the 1993-4 cohort. This may again reflect the 
smaller number of common sets of data for the 
third cohort, or from factors discussed above. 
Generally, however, the satisfaction of the 
doctors with the service was maintained at a high 
level across the 1992-3 and 1993-4 cohorts. 
Although the three cohorts did not differ 
significantly in their mean ages, there was a trend 
in the third cohort for age to be positively 
correlated with how easy patients found it to 
manage their admission, such that older patients 
managed better. Whilst it may be that the Unit 
may be better structured to deal with older 
people, it may also reflect a positive response bias 
previously reported in older populations’. 
Future studies of this type need to classify 
patients’ ratings of their improvement in terms of 
the purpose of the admission, as seen by the 
patients, their referrers and the responsible 
consultant, in order to understand further issues 
of satisfaction with the service provided. This 
would also help define better patients’ and 
referrers’ views of the service in terms of their 
needs (what they could benefit from), demands 
(what they ask for) and the service actually 
offered (the ‘supply’)‘. In addition it will be 
important, when comparing data across years, to 
determine whether referral patterns change, since 
a tertiary referral centre over time may find itself 
taking a greater proportion of more difficult 
cases, as financial pressures encourage local 
services to try to deal with more patients. 
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